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Medical audit may be defined simply as looking at what we are doing with the aim of making improvements in patient care and use of resources. Unlike research data, audit data are not intended to prove a hypothesis and require only as much scientific rigour as is needed to convince the participants of the kinds of changes needed. Audit is not a project in the sense that it has no end; the same audit may be repeated to check that the improvement is maintained. Data for audit should ideally therefore be continuously available as part of the process of care. Also, audit is not assessment that measures ability rather than performance, but the two are often confused because potential is commonly assessed by looking at what has been done. Recognition and promotion of this distinction is important in accepting the delegation of data handling. Audit is essentially looking backwards, and as none of the past can be changed audits should be small with only as many case studies as are required to produce valid findings. The data gathered for audit are transient and the details are of no value once contlusions have been drawn.
The nature of data for audit varies from objective numbers to subjective judgments depending on the topic examined. We may look at the basic structure of provision of care, at clinical processes, and at various outcomes for patients. Table I shows topics for audit, suggested examples, and the type of data required. In topics such as consultation and audit of deaths and new morbidity much will be quite subjective or debatable. Imagination is needed in meeting the challenge that the most important things are not measurable. The rest of this article is confined to considering numerical data.
Defining and recording data
Much of the data for audit are best defined in protocols, which, ideally, should precede any intention to carry out audit but in practice are often the first stage. In a protocol we define what we think we should be doing-our objectives-and the processes to achieve them. The protocols may be organisational or clinical and may be based on personal decisions or agreed in the practice or on a more widespread basis. Although a broad measure of unwritten agreement exists on objectives, many written protocols seem to fail by attempting to gain a consensus that is too detailed clinically. The more widespread the protocol used, the more basic it and the ensuing audit need to be. Objectives are often expressed as criteria (for example, all patients aged over 75 should be interviewed about their repeat treatment every 12 months) and a level of performance (or "target") changes. Some data will uncover omissions on individual patients that might be corrected immediately. This incidental activity should not distract from the main purpose of audit, which is to determine whether special measures are required for improvements-in time, resources, or education. 
as only helping the manual record, the data held on them are commonly incomplete, and sampling of the manual record may be more reliable. Computers provide a ready method of random sampling and are able to carry out necessary statistical calculations as data are produced. Some argue that computers will remove the need for sampling, but there will always be aspects of audit that need a closer look than computer technology makes possible, and we will want to do this on a sample. How, for instance, do you decide that treatment has been reviewed?
The duration of data analysis required for valid results needs consideration in those studies which audit events, such as the use of x rays and referrals. Within the average practice quite large variations occur and make it misleading to look at a set of three months' figures. Referral figures are best considered by looking at individual specialties, but in some specialties the small numbers concerned may mean taking several years together before any conclusions may be drawn. In contrast, when numerous events may be involved, such as laboratory investigations, a random sample over a longer period may give a truer picture than every test over a few weeks. Once again, these figures are becoming readily available with computers. In particular it is possible to obtain a report on all prescribing of a particular drug or group of drugs over a chosen period and then refer to all the individual records for the reasons for prescribing.
External sources of data
Data for audit are also available from outside the practice. Thus family practitioner committees may analyse claim forms-for example, numbers of patients receiving contraceptive care, number of visits between 11 pm and 7 am, and numbers of ancillary staff employed. For the most part these types of data result in audit on the completion of claim forms rather than the provision of a service, but numbers of staff employed is a useful audit of structure in the practice. District health authorities have a well defined set of performance indicators that contrast sharply with the variety of data for audit in general practice suggested here and elsewhere. But these indicators are concerned mainly with large scale finance and administration and have little relevance to the individualism of doctor and patient in the community. We have something similar in the prescribing analysis and cost data and proposed "indicative" drug budgets, in which most of the analysis is in terms of costs. The term "indicator" implies that there is not a target and that underprescribing could be occurring as well as overprescribing. In due course the district health authorities will be able to produce the referral, admission, and investigation rates for individual general practitioners, which again will be indicators rather than targets. As already seen in prescribing analysis and cost data interpretation of these figures is reliable only at the practice level and may be unreliable for individual doctors because of recording errors and variations in workload and case mix. We do now have a defined target for cervical cytology (table II) as well as the long established target of 90% for childhood immunisation.
These indicators and targets comprise a contractual audit. Unfortunately general practitioners may be so occupied meeting their obligations under this audit that they will not appreciate the difference between it and audit led by the profession, the most important part of which is considering the results and learning how to improve, and this is best done in an educational setting. Recording data should be part of routine care provision and gathering data for analysis delegated whenever possible, leaving interpretation to general practitioners. The Regional specialist advisory commitees can bridge the gap between college guidelines and individual district or specialist audit activities. To be effective such committees must assume and be given by their colleagues responsibility as the peer group from whom guidance and leadership may be obtained in the setting up, conduct, and practice of audit. The organisation of such committees is important, with regard to their membership and their relation with each other, regional management, and individual consultants. One example of how this might be achieved is currently in practice in the South Western region.
The South Western regional hospital medical advisory committee is composed of a consultant nominated by each of the 11 districts and selected, as far as possible, from different specialties, the postgraduate dean, and a university representative, currently the professor of community medicine. The regional medical officer and his senior medical assistant attend regularly, and the regional manager attends when possible. The committee has called on skill from the King's Fund to assist it and its subcommittees in developing medical audit; it assumed this responsibility in the region almost a year before the white paper was published and acts as the regional audit committee. It circulated its guidelines The Regional Approach to Medical Audit in June 1989. Through the participation of the regional manager, and access, therefore, to the management network, it is possible to bring pressure on district and unit managements to provide facilities and support necessary for the proper conduct of audit.
In the south west the regional primary health care committee links general practitioners in the district into a regional audit framework and provides guidance and coordination to the district audit committees. It also has an important role in promoting dialogue between both sides of the hospital-primary care interface and fostering an understanding by each of the perceptions and priorities of the other; these are not always obvious and may stimulate the identification of certain useful outcome indicators. The regional hospital medical advisory committee has been concerned with (a) development of software for audit; (b) establishing the extent of support of administrative and clerical staff for the clinical teams; (c) arranging for consultants to have sufficient sessional time to carry out audit; (d) organising training for doctors concerned with setting up and initiating audit; and (e) setting up regional arrangements for medical audit in specialties with only a few consultants in each district, through appropriate subcommittees. The role of regional specialty subcommittees varies with the number of consultants in each specialty. Those of the larger clinical specialties, such as general surgery, medicine, and trauma and orthopaedics, monitor, encourage, and coordinate the district audit activities. The smaller subcommittees either act as specialist audit committees in their own right or coordinate the activities of two or three subregional groups of consultants.
Audit in general surgery
In general surgery there are already several enthusiastic auditors whose skill may be harnessed and who might act as leaders in the organisation and practice of audit in their districts. For maximum effect the membership of a regional general surgical subcommittee should include a member from each district, preferably with management, educational, or audit responsibilities or experience, an expert audit adviser, a health care evaluator, a representative of the postgraduate dean or university, and a senior member of regional management plus secretarial support. A committee so constituted might then be able to gain the confidence of all the consultants in the specialty and offer guidance and specific proposals on the conduct of audit, both of the process and of the outcome of surgery. Such a committee must deal with several problems.
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